The Editor,

We have read with great interest the brief communication by Kumar *et al*.\[[@ref1]\] We would like to add our experience on left atrial myxoma. A 55-year-old female presented in the emergency department with complaints of diffuse abdominal pain and two episodes of vomiting for 1-day. She was a hypertensive and diabetic and on regular treatment for the past 20 years. She had experienced multiple such episodes of pain abdomen in the past. Upper gastrointestinal endoscopy revealed mild hiatal hernia at that time. On examination, her heart rate was 94/min, blood pressure was 150/100 mm Hg and a loud first heart sound was heard in the mitral area. Abdominal examination was notable only for diffuse abdominal tenderness without guarding or rigidity. Chest X-ray showed cardiomegaly and other labs were normal. Ultrasonography of the abdomen revealed no other abnormality except for grade1 fatty liver. Electrocardiogram (ECG) showed ST segment depression in leads V5 and V6, inverted P wave in lead V1 and broad P wave in lead II \[[Figure 1](#F1){ref-type="fig"}\]. Echocardiography showed a left atrial mass measuring 4.1 cm × 2.6 cm blocking the mitral valve flow \[[Figure 2](#F2){ref-type="fig"}\] and creating a peak gradient of 18 mm Hg. Coronary angiography showed a double vessel disease necessitating coronary intervention. Surgical excision of the myxoma was done (the jelly-like left atrial myxoma arising from posterior wall was excised in toto along with the peduncle attached to the wall) along with coronary artery bypass for the involved coronaries. Postoperatively she was much better with her abdominal pain subsided, and the typical ECG changes reverted.
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![Echocardiography showing a left atrial mass measuring 4.1 cm × 2.6 cm blocking the mitral valve flow](ACA-18-265-g002){#F2}

Her ECG recorded 1-year back showed *P* wave inversion in lead V1. *P* wave in lead V1 is normally biphasic, and the terminal negative component corresponding to activation of the left atrium is directed posteriorly. In left atrial abnormality the vector is consequently directed away from lead V1.\[[@ref2]\] The broad *P* wave in lead II and the *P* inversion are known to correlate with the tumor size, the left atrial dimension and/or the left atrial pressure as occurred with our patient.\[[@ref3]\] Left atrial myxomas that comprise 75% of cardiac myxomas, are known to typically present with dyspnea, syncope and features of systemic embolization.\[[@ref4]\] Our case was unique in that the quintessential features were absent and that abdominal pain (not amounting to the typical postprandial angina) was the cardinal symptom. Rare case reports of atrial myxomas that presented with abdominal pain have been reported.\[[@ref5]\] In our case, we postulate that apart from her coronary artery disease, systemic micro-embolization, and mesenteric ischemia may have contributed to her abdominal pain. Although the only way to confirm that would be mesenteric angiography, which was not done in our case, we put forward our theory that left atrial myxomas may have such a varied presentation. Abdominal aortic occlusion secondary to left atrial myxoma has been documented in other reports.\[[@ref5]\] When infected, myxomas may be masked as infective endocarditis as well. We reiterate that high index of clinical suspicion and knowledge of atypical presentations of atrial myxomas and their complications can help avert catastrophes.
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